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Statement of the Problem 
ChaPter I 
INTRODUCTION 
Mental hospitals have been faced with the increased ad-
mission of aged people suffering from senile psychosis and 
psychosis with cerebral arteriosclerosis. In a great number 
of cases, there is a recedence of the psychosis after a 
short period of hospitalization and the patient is ready to 
return to the community. In other cases, after various treat-
ments available at the hospital, the aged are no longer in 
need of mental hospital care. 
Some will remain in the mildly deteriorated state, 
necessitating custodial care or supervision. This should be 
offered in the community and not in a mental hospital which 
is attempting to carry on a curative program for other patients. 
The aged suffering from senile psychosis or psychosis with 
cerebral arteriosclerosis need not be permanent mental patients. 
The social worker is met with the problem of finding a 
place for the aged patient in the community. Many of these 
patients have no close or interested relatives, but there are 
those who do have a family. The social worker turns to these 
relatives as her first resource. 
Purpose and Scope 
It is the purpose of this study to make a qualitative 
1 
investigation of the families of ten senile and arterioscle-
rotic patients over sixty years of age to study family 
1 
attitudes towards placement problems of aged patients on or 
referred for trial visit from Boston .State Hospital. 
In this study the following questions were considered: 
Are families willing or able to take the patient? To what ex-
tent are they willing or able to cooperate in other plans? 
What factors seem to operate in the cooperation or indifference 
of the family in making plans for the patient? What is the 
family's feelings about mental illness of the aged? 
This study is based on an investigation of ten families 
of selected senile and arteriosclerotic patients over sixty 
years of age. These patients were admitted to Boston state 
Hospital from January 1, 19~7 to November 30, 19~9. They 
were referred by the psychiatrist for placement or to ascertain 
patient's adjustment in the community. The referrals date from 
September 19~9 to February 1950. 
Method of Approach 
The method used in this study was the investigation of all 
cases referred to the worlcer of patients with a diagnosis of 
1 The writer has selected Thurstone's definition of atti-
tudes because it best explains what is being studied in this 
thesis. "Attitudes are the sum of man's inclinations and feel-
ings, prejudices or bias, preconscious notions, ideas, fears, 
threats and convictions about any specified topic." L. L. 
Thurstone, "Attitudes Can Be Measured'', American Journal of 
Sociology, Vol. 33, 1928, P• 531~ 
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I senile psychosis and psychosis with cerebral arteriosclerosis. 
The cases selected were those where there were close family \ 
relatives such as wife, daughter, husband, brother, sister, or 
next of kin who had been raised by the patient. 
An appointment was made by telephone with each family 
excepting in three cases. Jn the latter the worker visited 
without previous contact. In every case, a member of the 
family was interviewed. 
In each case the worker attempted first to establish a 
positive relationship so that information would be revealed 
more easily. A new question was injected each time the con-
versation drifted away from the focus of the interview. T.he 
worker used the interview for gaining both objective and sub-
jective information from the interviewee. Therefore, the 
worker encouraged the informant to speak of feelings about the 
patient and the illness. In the last six cases the worker 
changed her approach in order to deal with the resistance, 
anxiety and hostility that were present in the interviewee. 
In spite of the above, the worker attempted to conduct the 
interviews as unifor.mily as possible. 
Limitations -of the Study 
The number of selected cases was limited because they were 
selected entirely from the case load of the worker. Only those 
relatives who were close blood kin or who had been raised by 
the patient were considered as criterla for the selection of 
3 
cases. Because of the limited number of cases considered the 
conclusions are not valid. The study does point up some fac-
tors that can be considered by the social worker in making 
plans for the aged patients referred for trial visit. 
It is questionable that the interview brought out all the 
salient attitudes and factors within the families. In many 
instances case records were incomplete for inforn1ation on the 
fmailies of the patients. Therefore, there were few facts 
with which worker could supplement the interview. Further, 
the reliability of one interview is highly questionable. The 
results might have been more conclusive had the worker been 
able to have several interviews with the san1e member of the 
family. In three of the cases the fan1ilies were not expecting 
the worker. Because they had not been prepared, they might 
have been uneasy and perhaps blocked in their ability to dis-
cuss the problem frankly. 
In each case the worker conducted the interview. Despite 
her effort to remain objective, some element of subjectivity 
may have colored the summaries and conclusions. 
The study of various attitudes of the fan1ilies towards the 
placement of the patient was further limited. Vfuere attitudes 
were more or less undisguised and superficial, they have been 
included. However, there were unconscious feelings which 
worker felt were active in the picture but these could not be 
verified in one interview or without further supervision by 
4 
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the psychiatrist and social work supervisor. 
Chapter II 
THE SOCIAL WORKER'S ROLE I N TRIAL VISIT 
OF THE AGED MENTAL PATIENT 
The social service departments of mental hospitals have 
the problem of placing a great number of improved aged 
patients in the community where they can find a happy home-
like environment that will help to maintain their emotional 
health. The problem is complicated by the limited resources in 
society for the aged populace in general. However, the social 
worker, with her knowledge of interpersonal relationships, 
studies such resources to acquaint herself with factors present 
that might prove beneficial to the individual patient. 
With the senile or arteriosclerotic patient the social 
worker may begin her contact while the patient is still in the 
hospital. She discusses what plans the patient may have when 
he returns to the comn1unity. In some instances the senile 
patient has no memory of his acute psychotic episode and he 
may want to return to a job from which he has been retired or 
to a lodging home from which he has been evicted. Also the 
patient may be unaware of family rejection and consider re-
turning to or living with his relatives. · He may wish to es-
tablish a home of his own. There is a likelihood that the 
patient will show distortions in thinking and his planning may 
be illogical when the reality picture is considered. The 
social worker, therefore, has to work carefully with the 
I 
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patient, giving thought to his wishes and attempting to 
these with possibilities in the community. 
adjust 
In preparing the senile patient for trial visit, the 
social worker has to consider the fact that these people may 
be too old to be considered for a job placement. Those with-
out savings or investments and no visible means of support 
will need financial aid. Even when they are placed with 
relatives or in a boarding home, the security they may gain 
from having money of their own is highly therapeutic to them. 
A plan for financial support of aged patients released 
from mental hospitals has been provided for by the State 
Department of Public Welfare and the State Department of 
Mental Health. 
12. Eligibility for Old Age Assistance of 
Persons Released from Public Mental 
Institutions - An agreement has been care-
fully worked out between the Department of Public 
Welfare and the Department of Mental Health so that 
these persons may be returned to the cormnunity without 
presenting special problems eitherto the Bureau of 
Old Age Assistance or the community in which they take 
up residence. Under the agreement the Department of 
Mental Health assumes responsibility for assisting 
patients to re-establish themselves in their own homes, 
in the homes of relatives, or in suitable boarding homes 
where .they may receive public assistance. • • The 
communities to which the individuals selected will go 
will be those where they would normally expect to take 
up residence on leaving the institution, although this 
will not always be the place of legal settlement or 
of residence immediately preceding entrance to the 
institution. 
The Boards of Public Welfare and Bureaus of 
Old Age Assistance will be responsible for making 
7 
r-
assistance available to the patient and for helping him 
follow the recommendations given him by the hospital 
staff. Final approval of the eligibility of these cases 
for public assistance rests with the Department of 
Public Welfare. 1 
The social worker may apply for Old Age Assistance for 
the patient by providing information on his eligibility for 
public assistance in relation to his need, age, citizenship, 
property, residence, previous aid. Some or all of this in-
lfor.mation can be gathered fro1n the patient, and his signed 
!application with available proof of eligibility is forwarded 
to the local board of public welfare or bureau of Old Age 
Assistance. These two agencies also require an explanation of 
patient's mental and physical condition. 
In most cases the approval of the Old Age Assistance 
Agency takes one month. With in this time the social worker 
may work carefully witl1 the patient preparing him for the 
community. She also can make use of available resources for 
placement of the patient. Ideally the patient receives the 
benefit of the services of two departments as well as the co-
operative planning of the two social service departments . This 
arrangement facilitates the release of senile patients from the 
hospital by off ering a means of financial support in the com-
munity. 
1 Cormnonwealth of Massachuset t s, Manual of Public 
Assi s tance of the Massachusetts Department of PUblic Welfare, 
!Assistance Policies and Procedures, Nov. 1, 1943. P. 16 
The social worker remains active with the patient during 
the twelve month t r ial visit. She may discuss patient's 
problems arising from his placement, help him to deal with 
them realistically or place further resources at his disposal. 
She mey a lso wor k with those with whom the patient is placed, 
talking over di fficulties that may arise in supervising the 
patient, explaining and clarifying his needs and fostering 
their help in his rehabilitation. The social work er is always 
p r es ent on t he scene during the year's trial visi t t o provide 
supp ort t o t he patient and t o t hose who are responsible for his 
care. 
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Chapter III 
CULTURAL PATTERNS THAT HAV'.d: AFFECT.ED THE 
ATTITUDES OF THE FAIVI ILY TOWARD THE AGED 
Cultural patterns are external to us in the beginning 
and are mere verbalizations. Gradually they become incorpo-
rated and take on the form of social attitudes. Likewise from 
the attitudes of individuals, we can see the cultural patterns 
in the background. The attitudes towards the aged in our 
society have changed as the culture has changed. It is well to 
look first at our culture for a foundation of a study in family 
attitudes towards the placement problems of aged mental 
patients. 
Disappearance of the Stationary Family Home: A century 
ago every age level shared in being a part of the family -
parents, children and grandparents. The large mansions or 
wooden framed' houses were built with the understanding that 
every member of the family had a place to live and to which to 
return. These are fast disappearing from the American scene 
even in the rural areas where such family homes were common. 
Large cities have no place for huge si~gle family dwellings. 
Instead they have been replaced by apartment houses or dwelling~ 
where two or more families may live. In rural areas home own-
ership is decreasing combined with a rise in far.m tenancy. 
In suburban areas, home ownership is increasing with the build-
ing of small single or two family dwellings. Houses in such 
10 
growing communities are bought and sold as families move from 
residence to residence. Such transactions are facilitated by 
increased credit means. 1 This leads to increased anxiety and 
financial insecurity and does not resemble the old picture of 
a family-built and o\vned home which one family occupied for 
years and generations. It also coincides with the fast mount-
ing pace of our society where some type of stabilization is 
sought but never attained. The aged have great difficulty in 
adjusting to this new scene and oft-times are considered a 
burden because they hamper the frequent migrations of their 
families. In many instances the family itself has no perma-
nent location. For the aged member it means moving with the 
family group or staying behind in a domicile of their own. 
Urbanization and Mobility: Urbanization and mobility 
have affected the size of the family that had its roots in the 
older rural society. It enconwasses now only the parents and 
children. It is not the modern way for the grandparents to 
live with this younger family group and they usually maintain 
small quarters of their om1 distant from that of their sons or 
daughters. According to a sociological pattern,children move 
away from their parents and are encouraged to live alone and 
begin their o\vn families. This presents a picture of decreas-
ing family cohesion - each unit breaking off after a period of 
1 Folsom, The Family and a Democratic Society, Wiley Co., 
N.Y., 1942, P· 93· 
I' I ll 
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dependency and planting itself elsewhere. But what happens to 
the original unit from which it sprung? These units become 
the aged and they are now more or less dependent on their own 
resources and savings or on the community. 
The Social Security Program: With the establishment in 
1935 of the social security program and the financial plan for 
old age persons, the attitude that the aged should have a 
means of financial support and a continued opportunity for in-
dependence materialized. This type of assistance based on 
need affords to many of the aged an opportunity to maintain 
their own particular interests and for many their own home of 
which they are head. But this presents the problem of loneli-
ness, need of physical care and the lack of close affective 
ties which a family can provide. 
With Old Age Assistance it is now possible for the aged 
to live within some families and cause no great financial bur-
den on the rest of the members. This also gives some emotional 
compensation to the aged because they have their own income. 
The Family's Changing Function: The family has changed 
from a manufacturing unit to a service unit. The aged in past 
times could help in the myriad of household duties which re-
quired the manufacture or articles that can now be more easily 
secured from the community. There are new gadgets, devices 
and complex machinery which are an anathema to the older genera-
tion, difficult for them to understand and adjust to. The home 
12 
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is gea r ed to profic i ency and speed. The housewife today is 
more like the manager of a hotel. Life 1 s pace has increased 
even in the home. With decreasi~g physical adjustment propen-
sities in many older people, they find they take a back seat 
now in the running o.f the home and the tasks they perform some-
times appear inconsequential. 
Rapid Industrialization: Rapid industrialization and 
urbanization has not only decreased the family size and ser-
vice, but has vastly limited the aged individual's ways of 
securing material means for satisfying needs. Old age holds 
no more prestige in this society. The history of the United 
States shows that a man was judged on his dexterity and skill 
and the apprentice system allowed the older worker to remain in 
his trade and teach as well. The aged worker held not only an 
I 
acceptable, but an esteemed status. With more rapid and tech-
nical ways of manufacturing and the use of machines .for tasks 
which were previously performed by hand, there were demands 
.for the type of employee who could think and act rapidly. This 
meant younger men and women. The aged were now slipping from 
social acceptance in our culture. 
In The Proceedings on the Adjustment of the Aged 
Population held at the University of California, February 1 - 4, 
1949, Margaret Wagner, Executive Director of the Benjamin Rose 
Institute had this to say in answer to the question, "There is 
the question of social acceptance of the aged in our cultural 
I 
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pattern. What is lacking'? Why don't we look forward to old 
age?" 
Through the mechanization of industry. • • when 
the demands for skill were relatively limited and in 
its place you wanted or needed stamina, speed and the 
type of work which was very demanding on nervous energy, 
the older worker was displaced and being displaced, he 
lost economic security. His job was jeopardized and 
basically no one can aff ord to lose economic security ••• 
I think the loss of economic security is one of the basic 
reasons why we are2afraid of old age plus the fact that we ideali.ze youth. 
The Filiocentric Family: There are new attitudes in the 
treatment of the child, more respect for him as an individual. 
This differs greatly from the way grandparents treated their 
children. 
There was a tacit agreement that parental opinion 
had the right of way. If you differed, it was by mental 
reservation; so that the calr.~ of the family relations 
might be broken by anger or obstinacy, but seldom. by 
impudence or youthful dogmatism. There was less honesty 
and more unity in family life. There was more affection 
betwe~n parents and children and much less companion-
ship. 
There has been a continual movement toward the filio-
centric family. In this type of family, "the children tend to 
dominate the scene, their wishes determining the policy of the 
2 The Proceedings on the Adjustment of the Aged 
!Population, University Extension, University of California, 
iebruary 1949. 3 Henry S. Seidel Canby, "Life in the Nineties, 11 ~arpers, August 1934, pp. 277-278. 
I 
I 
4 family in which the child plays the dominant role.n This 
offers the prospects of conflicts and frustrations as well as 
the attitude that one age group has to be subordinated to 
another. This is usually the subordination of the aged. 
These cultural trends have affected the attitudes of the 
family toward the aged person. When some trouble befalls him 
such as poor health, physically and mentally, low economic 
status, widowhood or a combination of all three, he is less 
likely to find help within the family group. As Johnson says, 
"An aged person in the present era not only has few children 
to turn to in time of trouble, but also is less likely to find 
them in any deep or logical sense of closeness.n5 
4 Ernest R. Mowrer, The Family, University of Chicago 
Press, 1932, P• 274. 
5 Nelson A. Johnson, 11 Growints Problem of Old Age 
Psychoses", Mental Hygiene, July 19LJ.6, P• 44.3• 
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Chapter IV 
MENTAL ILLNESS OF THE AGED 
Senile Psychosis and Psychosis with Cerebral Arteriosgle-
rosis: In old age the emotional problems are similar to those 
of other age groups in that these older persons still are at-
tempting to adjust to a changing environment both without and 
within. With increasing age has come a general weakening of 
the somatic processes as well as feelings of insecurity, re-
jection and inferiority. These individuals also fall heir to 
mental illness which is peculiar to persons of sixty or over. 
These are senile psychosis and psychosis with arteriosclerosis. 
Causative Factors in Senile Psychosis: The causative 
factors in senile psychosis seem to be both in the patient 
himself and the environment. Sharpe found in studies of histo-
ries, "a tendency for this disease to arise in a characteristic 
setting. Social integration as well as financial independence 
have not been achieved or have been denied to the individual 
when most needed.nl This leads us to feel that cerebral 
deterioration is not the only or 1nain cause of senile psychosis, 
but that this deterioration is combined with those social fac-
tors in the history of the patient that have been particularly 
1 Sharpe and Williams, "studies in Senile Arterioscle-
rotic Diseases: Relative Significance of Extrinsic Factors in 
their Development", ~ournal of Psychiatry, Vol. 98, Balto. 
19L~1-42, PP• 712-713. 
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debilitating to his continued mental health. 
David Rothschild states that senile psychosis presents 
this anatomical picture: "Senile psychoses are associated 
with diffuse atrophic changes in the tissues of the nervous 
system.u2 There are some studies that point to the fact that 
the tissue deterioration is due to the weakened durability of 
the neurones. The causes of this dissolution of highly spe-
cialized nerve tissue is still not known. So we see in the 
senile psychoses agents acting on the individual from the en-
vironment and from within the body. 
Types of Senile Psychosis: At present the senile psycho-
ses have been divided into approximately five categories to 
facilitate clinical diagnosis; simple dementia, delirious and 
confused types, depressed and agitated types, paranoid states 
and presbyophrenia. · Symptoms vary and may be special or an 
admixture for each of these sub-types in a well developed case. 
Generally the onset of this psychosis is slow and may not be 
readily diagnosed. There is always a certain change in the 
personality of the aged and these changes within limitations 
should be considered normal. Usually interests are more self-
centered; there is frequent reminiscing; and there is difficul-
ty in adjusting to and accepting new situations. But in se-
2 David Rothschild, "The Clinical Differentiation of 
Senile and Arterios clerotic Psychoses," The American Journal 
of Psychiat!Z, Vol. 98, Balto. 1941-42, p. 333. 
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nile psychosis, the individual may become irritable, seclusive, 
hypochondriacal, and childish. These criteria for determining 
senile psychosis cannot be considered seriously until the 
person is over sixty and even then we are aware that the symp-
toms of senile psychosis pass on imperceptibly from this 
change in personality characterizing older persons.3 
As the disease progresses there is a loss of memory for 
recent events and an inability to thiru~ in abstractions. There 
is almost a disrespect of common courtesies and the opinions of 
others. There is a gradual turning inward of affect and the 
individual becomes narcissistic. He may project his hatred on 
people that were previously loved. The instinctive wishes are 
less controlled and they are manifested in exaggerated sexual 
activity and indecencies, flashes of temper and carelessness in 
toilet habits. These individuals may become vert distrustful 
and quarrelsome. They may begin to confabulate to cover up 
memory losses or to project many of their own inadequacies on 
others. 
Noyes says that the impairment of the psychic functions 
is more constant and progressive than the regression of person-
ality. The senile patient has a tendency to reminisce about 
himself. As his memory grows dinm1er for recent events, the 
3 Harold P. Palmer, "Mental Disorders of Old Age", 
Geriatrics, Vol. I, No. 1, P• 64. 
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past is brought to the foreground to the extent that the in-
dividual is reliving his childhood. Orientation and judgment 
become impaired and the person may wander away from the house 
or go out into the street ignoring traffic hazards. It is 
common ror these patients to hoard articles of no value; 
hallucinations and delusions may be present in the picture of 
symptoms.4 
The physical picture is one of thin and wrinkled skin, 
loss of weight, unsteady and shuffling gait, wasted muscles, 
inarticulate and tremulous speech. There is a loss of acuity 
in the special senses. Tremors of the extremities are common 
and sclerosis of other organs and parts of the body may be 
present.5 
Simple Deterioration: The most frequently found form of 
senile psychosis is simple deterioration sometimes called 
dotage. It is here that the normal changes of age are exagger-
ated and aggravated. For instance, there is an extreme loss of 
memory especially for recent events and spontaneous recall; 
interests become more narrow; there is a tendency toward 
absent-mindedness, hoarding, untidiness; sluggishness, apathy, 
and nocturnal restlessness with some prowling around the house. 
4 Arthur P. Noyes, Modern Clinical Psychiatry, w. B. 
Saunders, Philadelphia, 1948, p. 290 • 
.5 Ibid., p. 293 
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' W-here is gradually less contact with the environment ru1d the 
~atient becomes vegetative and more stuporous.6 Therapy 
with these patients has shown that they have some insight 
~nto their condition and many times commitment to a mental 
~ospital is not always necessary. If close supervision in 
~he frumily can be provided or care in old age institutions, 
~hese patients can maintain some partial adjustment. 
Paranoid Type: The paranoid type of senile psychosis 
~ s marked by delusions of persecution such as ideas of being 
r obbed or kidnapped or of receiving bad treatment. It is 
nteresti11g that this projective pattern is seen in those 
persons who have had a personality pattern of projection, 
~issatisfaction and penuriousness.? This pattern is ac-
~entuated in this mental illness. There is still the age old 
~ttempt to k eep the self-esteem i n spite of the degenerative 
~hanges that prevent the individual from coping with his 
problems. The defenses are, ther efore, exaggerated and de-
l ~usions change reality to protect the personality. Further, 
~s memory retent i on and judgment decrease, the delusions are 
~or.med to fill the gaps. In this type of senile psychosis, 
~here is more hallucinatory and delusional material while 
~o., 6 Leo Kanner, Practical Clinical Psychiatry, Blakiston Philadelphia, 1947. p. 109. 
~ 7 Ibi d., p. 110 
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prientation is not impaired to a great extent. The symptams 
o~ this disease have to be considered care~ully in their re-
f ationship to the community. Because or the predominately 
projective de~ense, these persons may become dangerous or a 
~eneral nuisance to others. This is the reason why comraitment 
to a mental hospital is required in many cases ~or paranoid 
~enile patients.8 
Depressed and Agitated Type: The depressed and agitated 
r ypes exhibit intellectual impoverishment, egocentricity, 
¢emory loss, melancholia, hypochondriasis, nihilistic surren-
ker and ideas of sinfullness.9 There are possibilities of 
~uicide which necessitates commitment to a mental hospital 
r long with the difficulty in caring for these types of 
patients in the family or rest home. 
Delirious and Confused Type: The title delirious and 
ponfused is descriptive o~ the fourth type of senile psychosis 
~sually the onset is acute and sudden. The patient may be-
pome restless and resistive. There are marked hallucinations, 
best1essness, disorientation and the consciousness may be 
~louded. 10 These people usually require hospitalization be-~ause they are dangerous to themselves and di££icult to care 
8 Ibid., p. 111. 
9 Ibid., p. 114. 
10 Arthur P. Nov es, op . cit.~ p. 294.. 
~l 
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' for. 
Presbyophrenic Type: The presbyophrenic type is not 
considered a common form of senile psychosis. Ther~ is 
marked impairment of memory, fabrications and an inappropri-
ate jovial or amiable mood. The patients may appear alert, 
but they are only superficially so. These types of individ-
uals are highly suggestible. It is also interesting that 
this type of psychosis is an accentuation of the personality 
of the individual which is usually one of cheerfulness, 
energetic activity, vivaciousness, and a fair adjustability. 
The patient is not aware of his memory defect and confabu-
lates easily. He is unaware of contradictions or confabu-
lations. In some of these patients there is a restless un-
productive and sometimes destructive activity.11 Where 
these patients have deteriorated to the extent they are un-
able to care for themselves or are difficult to supervise 
because of their destructiveness, mental hospital commitment 
is advisable. 
Prognosis of Senile Psychosis: The prognosis of senile 
psychosis is generally unfavorable because it is progressive 
and remissions, except in the excited types, are .not common. 
The disease is chronic, but the individual may be able to 
function partially for ten years or longer.12 
11 Ibid., p. 208. l ~d..., r. 368_ 
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' vv.here the disease is not acute or the patient is not a 
danger to himself or others, he may be cared for in the 
familiar environment of the home. This gives the patient 
some feeling of acceptance and hence more emotional security. 
However, where the patient suffers from nocturnal restless-
ness, paranoid delusions, marked irritability, assaultive-
ness, sexual play, exhibitionism, etc., mental hospital care 
may be recommended. 
Senile psychosis is a difficult diagnosis to arrive at 
because of its similarity to psychosis with cerebral arteri-
osclerosis or other toxic or symptomatic psychoses. David 
Rothschild in a study of thirty-one cases of senile dementia 
and twenty-nine cases of arteriosclerotic psychosis found 
in careful anatomic examination that a 11diagnosis of senile 
or arteriosclerotic disease, especially the latter, is made 
in too many rather than in too few cases. Toxic or sympto-
. 13 
matic psychoses are a common source of error!' 
Causative Factors in Psychosis with Cerebral Arterio-
sclerosis; The difficulty in making a correct diagnosis in 
mental hospitals may account for the increased number of 
patients with psychosis with arteriosclerosis. This mental 
13 David Rothschild, op. cit., p. 333. 
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disease seems to be caused by organic changes and deterio-
ration brought on by sclerosis of the blood vessels of the 
cerebrum. Cerebral arterioclerosis may accompany sclerosis 
of other parts of the body or there may be no involvement of 
the cerebrum. Sharpe and Williams found in their studies of 
histories of patients with senile psychosis and psychosis 
with cerebral arteriosclerosis that the environment did not 
seem to play such an important part in the development of 
the arteriosclerotic psychosis and that this disease tended 
to strike any individual.14 
Psychosis with cerebral arteriosclerosis may have an 
early age of onset, fifty to sixty-five. The illness can 
occur suddenly and sometimes may be brief and stormy. The 
disease may have any number of manifestations. Early symp-
toms may be irritability, anxiety, a reduction in the capac-
ity for mental work, depression, lessening of iniative, im-
pairment of concentration. The decreased ability to think 
and act quickly and accurately are accompanied by physical 
symptoms of headaches, dizziness, and unpleasant sensations 
in the head. The picture is similar to that of a neuras-
thenic. As in the senile psychosis, the affective life may 
14 Sharpe and Williams, op. cit., p. 715. 
be disturbed and ethical and finer sentiments, such as that 
of affection, may be destroyed. 15 
As the disease progresses, the individual may become 
increasingly excitable, bewildered, and anxious. There are 
ideas of infidelity. Sometimes periods of apprehension may 
end in panic. Coordination in the finer movements and 
speech may become impaired. The individual neglects himself. 
Delusions may also be noted especially of a hypochondriacal 
16 
nature. 
It is again interesting to note that there is an 
accentuation of the existing personality traits of the in-
dividual. He may express ideas of grandeur which may repre-
sent a compensation for failing sexual capacity. This 
mechanism of boasting to compensate for feelings of inferi-
ority was probably used before the onset of the psychosis. 
The defective judgment and decreased inhibition may be 
responsible for sexual indiscretions and offenses. 17 
Unlike persons suffering from senile psychosis, there 
may be an awareness of symptoms and a noting of weakness of 
memory and physical and mental capacity. This emphasizes 
the individual's depression and he is prone to worry. 'Marked 
15 Noyes, op. cit., P• 264. 
16 Ibid., p. 264. 
17 Ibid •• u. 26~. 
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' emotional incontinence may appear where the person may weep 
at trifles. 
Prognosis of Psychosis with Cerebral Arteriosclerosis: 
Arteriosclerotic psychosis varies in intensity and duration 
due, in many cases, to the area or the cerebrum which is 
undergoing softening and deterioration. Also the course of 
the disease need not be progressive. The disease may sub-
side before death and the patient may be left with some in-
tellectual impairment, but enough for a fair remission. 
These remissions may last for years, but there is always the 
danger of an apoplectic stroke or another confused episode 
or physical helplessness. In some cases death can come from 
18 generalized arteriosclerosis or cardiorenal disease. 
Dr. Noyes feels that there is some hope for people 
suffering from psychosis with cerebral arteriosclerosis. 
The prognosis is naturally unfavorable but the 
course is not always uninterruptedly progressive. It 
frequently happens that a patient, . particularly if he 
has a cardiac and general vascular disease also, will 
enter an institution in a greatly confused, perhaps, 
excited state, appearing much demented. Under rest and 
the simple regime of the hospital life, the patient, 
after several days or a few weeks, may become clearly 
conscious, and although there may be an amnesia for the 
episode, he may again be capable of a very fair working 
adjustment.l9 
From the description of persons suffering from senile and 
18 Ibid., p. 267. 
19 Ibid.' p. 267. 
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arteriosclerotic psychoses, we can reasonably expect that 
some of these cases will improve and these patients may be 
released from a mental hospital. 
Care in the Mental Hospital: In the hospital the 
patient receives treatment and care. In cases of psychoses 
with cerebral arteriosclerosis, there is an attempt to sup-
port the general nutrition and physiologic processes of the 
body. In some cases four hundred mg. of nicotinic acid per 
day is administered to increase the blood supply to the 
brain. These patients neglect themselves by not eating. 
The hospital attempts to provide these patients with a high 
intake of the various synthetic vitamin preparations plus 
good food with high protein value. It has been round tha-t 
patients seem to improve, become less confused and irritable 
20 
and may show memory improvement. In cases where the pa-
tient is confused, depressed and agitated, electric shock 
has been used with some good results. The hospital may also 
provide an easily digested diet, war.m clothing and necessary 
medical care. Insomnia can be treated with mild hydrothera-
py and simple hypnotics. 
Dr. Boas in his "Treatment of the Patient Past Fifty", 
20 Leo Kanner, op. cit., p. 115. 
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has approximated that one quarter of the patients with se-
nile psychosis and psychosis with cerebral arteriosclerosis 
can make social recoveries if given the proper treatment. 
Admis s ion of a senile patient to the mental hospital does not 
mean that life is over ~or him. He can return to the cammu-
21 
nity. 
21 Ernest P. Boas, Treatment of the Patient Past Fifty, 
The Yearbook Publishers, Inc., Chicago, 19~7, P• 45o. 
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Chapter V 
STUDY OF CASES 
It is the purpose of the writer to investigate the 
families of ten senile and arteriosclerotic patients over 
sixty years of age to study family attitudes towards the 
placement problems of aged patients on or referred for trial 
visit from Boston State Hospital. 
There are four cases of patients placed with families 
without the direct help of social service. In these in-
stances the psychiatrist worked directly with the families. 
Social service c~ne on the scene when it was necessary to 
ascertain the patient's adjustment in the home. This was 
the reason for referral in these four cases. In the remain-
ing six cases, the patient was referred for placement and the 
families were contacted by the worker. 
Some history on the patient is provided where .it was 
available in the case records. The writer has included a 
summary of the interview bringing out the salient points in 
the answers to the questions. 
See Table I, page 30 for the diagnosis or the ten pa-
tients studied; Table II, page 30 for the family constella-
tions of the ten patients; Table III, page 31 for the types 
of placements of the ten patients as of April 1, 1950; Table 
IV, page 31 for the sources of financial support of the 
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eight patients on trial visit as of April 1, 1950. 
Table I 
THE DIAGNOSIS OF THE TEN PATIENTS STUDIED 
Diagnosis Male Female Total 
Psychosis with Cerebral 
Arteriosclerosis 2 2 4 
Senile Psychosis 1 ___2 6 
TOTAL 3 7 10 
Table II 
FAMILY CONSTELLATIONS OF THE TEN PATIENTS STUDIED 
Family Constellation 
Wife 
Husband 
Wife and Children 
Son and Daughter-in-law 
Son and Daughter-in-law and 
Grandchildren 
Daughter and Son-in-law and 
Grandchildren 
Sisters 
TOTAL 
Number of Patients 
1 
2. 
2 
1 
1 
1 
2 
-
10 
30 
Table III 
THE TYPES OF PLACEivlENTS OF TEN SENILE 
AND ARTERIOSCLEROTIC PATIENTS AS 
OF APRIL 1, 1950 
Placement 
Own Homes 
Own Apartments 
Rooming Houses 
Nursing Homes 
Homes of Relatives 
Still in Hospital 
TOTAL 
Table IV 
Number o~ Patients 
l 
l 
0 
4 
2 
2 
-
10 
SOURCES OF FINANCIAL SUPPORT OF .EIGHT SENILE 
A}ID ARTERIOSCLEROTIC PATIENTS PLACED ON 
TRIAL VISIT AS OF APRIL 1, 1950 
Source of Financial Support 
Old Age Assistance 
Patient's Family 
Combination of Both 
Patient's Own Resources 
TOTAL 
Number of Patients 
2 
4 
1 
---1 
8 
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' Case I: 
. Mrs. M., a sixty-five year old widow of four 
months, was committed to Boston State Hospital, 
the latter part of 1949. She was diagnosed as having 
senile psychosis, depressed and agitated type. The 
patient was admitted from her home, where for six 
weeks she had refused to eat and had been unable to 
sleep. She had been walking the floor, saying that 
the policemen· were looking in the window and were 
about to raid the house. She had been complaining 
of loss of vision, although she walked around the 
house without apparent difficulty. She is said to 
have lost thirty pounds in two weeks. 
The patient was born in Canada and came to this 
country at the age of two. She was not a citizen, 
which concerned her very much as she expected to be 
a burden on her only daughter because she was not 
entitled to Old Age Assistance. She did not have 
much schooling. She worked at times in a laundry 
or as a stitcher. It is not known exactly when 
patient married and the daughter believes the patient 
to be very sensitive about this. The marriage was 
considered a happy one. The patient's father died 
when she was a baby and her mother married again and 
lived until the age of eighty-one. The patient has 
two brothers, one sister, living and well. They are 
described as very different from the patient. There 
is one child, a daughter. 
The patient was always withdrawn and preferred 
to be alone. She liked horse and dog racing and did 
occasional betting. She always liked her home to be 
very quiet and was horrified by noise, fire or smoke. 
After one month the record shows that the 
patient was showing continual improvement, was 
friendly and correctly oriented. The patient was re-
leased on trial visit to her daughter two months 
later. 
The worker interviewed the patient 1 s daughter when 
she visited the home. She looked to be about twenty-eight 
and showed a lot of genuine warmth to the worker during the 
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hour, talking freely of the patient and herself. All three 
of the patient's grandsons, two of which were home from 
school, were in and out of the living room demanding their 
mother's attention. She divided herself successfully be-
tween the worker and her three sons towards whom she was 
most permissive, patient and loving. 
She felt the patient was doing very well in the home 
except that she felt the patient was not happy being in a 
place that was not her own. She was disturbed by the noise 
of the boys and the daughter felt it unfair to restrict 
their behavior at the request of her mother. For this 
reason the daughter was encouraging her to get her citizen-
ship papers so that she could apply for Old Age Assistance. 
She was also attempting to get her a small kitchenette 
apartment where she could be comfortable, near enough for the 
daughter to visit often, and not be isolated fro.m what out-
side contacts she had begun to make since her release from 
the hospital. This plan had first been suggested by the 
patient herself. 
V~en the informant seemed particularly engrossed in 
the interview, she released a great deal of negative feelings 
she had for her mother. iv.hen a growing girl, she felt 
strongly that her mother cared only for he·r father because 
she devoted all her time to him and his interests. The 
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daughter began to spend a great deal of her time in the 
home of a girl friend whose mother was "just ideal". The 
daughter described herself as more like her father who loved 
life. S...lJ.e and her mother were actually of opposite person~ 
ali ties. 
In her opinion, her mother had a breakdown because of 
the loss of her husband and the fact that she was forced to 
depend on her daughter. The daughter implied that she felt 
that it was her duty to support her mother because she was 
a lonely, unhappy person who had made a. great many mistakes 
with her life, but the daughter did not intend to sacrifice 
her family and her happiness for her. ''I have three fine 
sons to bring up and I want them to have a good life, not 
like mine. 11 
She had no negative feelings toward the hospital or its 
personnel. Rather, she felt the hospital was responsible 
for her mother's improvement. 
This family of husband, wife, three sons, nine, seven 
and three, and the patient's maternal grandmother, live in a 
two family home. It is well cared for and is located on a 
one block street where the houses are set far enough apart 
to allow for spacious yards. They rent the first floor 
apartment composed of three bedrooms, living room, kitchen, 
bath, and reception hall. It is cheerfully and tastefully 
' furnished with all modern conveniences. The husband is the 
main and only source of income. 
T.he daughter of the patient was a very active, volatile 
person who attempted to share the joys of life with her sons. 
She showed no resistance to the questions of the worker and 
at times the worker sensed her need to talk about herself 
and her feelings toward her mother. 
She had some understanding and interest in her mother's 
problems and needs. It does not seem that the patient's 
and daughter's relationship had ever been a close one. The 
daughter's interests center mainly around her children and 
the patient's well-being is subordinated to them. This 
family pattern resembles Mowrer's description of the 
filiocentric family. (See page fourteen.) 
It is questionable that this placement was a healthy 
one for the patient though it provided the normal comforts 
of home. At this time in the patient's life there is a 
lack of resilience and adjustment to this totally different 
environment, where she was rejected and forced into a 
subordinate role. 
It was considered that an environment where she would 
not be isolated, but could maintain the quiet, uninterrupted 
life she had heretofore been accustomed to would be more 
beneficial. The patient was physically capable of maintain-
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ing a home of her own. The social worker would encourage 
and give suggestions for recreational outlets supporting 
her in her drive toward independence. 
Case II: 
Mrs. s., age seventy-seven, was committed to the 
Boston State Hospital March, 1949. She was diagnosed 
as having psychosis with cerebral arteriosclerosis. 
She was admitted from her home. For the past week the 
patient had been having frequent periods of depression 
followed by excitation. She was confused, deluded, 
and hallucinated. 
Nothing is known of ·the patient's early history. 
She came to Boston in her early twenties and worked 
as a cook in a private family. She met her husband 
at twenty-five and they were married four years later. 
For a while, she continued as a cook, but as her 
husband's wages improved, she stayed home as a house-
keeper. She had two children. Her daughter died at 
seventeen and she took it very hard. Her son is now 
married, has three children. She has three brothers, 
one sister, and one half-sister all in good health. 
Her husband is ailing and is enfeebled with arthritis. 
The patient was always jolly, friendly, and 
sociable. She was a very proud person with high 
aspirations for her social level. She was a good 
conversationalist and attempted to keep up with 
current events. She was active in church and clubs. 
In the beginning she was extremely uncooperative .. 
on the hospital wards. Six months later she was more 
friendly and cooperative, oriented to time and place. 
She was released on trial visit to her half-sister 
seven months after admission as improved, but needing 
constant supervision. 
The worker interviewed the half-sister in whose care 
the patient had been released. She was an elderly woman, 
herself, and had difficulty in walking. After she had 
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ushered worlrer into the living room, she explained she was 
suffering from varicose veins and high blood presstwe, 
jwhich made it difficult for her to walk about. She looked 
about sixty-five and was very plump, with greying hair. 
She was attentive to worker and showed no hesitation in 
talking about the patient, who was out for a drive with her 
sister. 
She felt the patient was adjusting very well to the 
home situation but was curious about the reasons for her 
idiosyncrasies, such as, refusing to take a bath or remove 
some of her under garments which she wore in abundant array. 
She did not use a complaining tone. Since the patient's 
arrival she had been much less lonely and felt happy inside 
because she was doing something to help someone else. 
The patient's brothers and sisters contribute to her 
financial support and share the responsibility for her 
weekly jaunts into the community. The informant explained 
that the patient's son could not afford to contribute and 
that he did not have much time to care for his mother. She 
implied that the son had shown no iniative in making a plan 
for his mother. The patient's husband also shows a lack of 
affection, probably due to his being enfeebled and needing 
care and attention himself. He visits the patient occasion-
ally. 
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provement, but she had not considered it to be the best 
place for the patient when she began to get better. The 
family felt that she should continue her convalescence in 
the home they could provide. The half-sister showed a lot 
of feeling about the aged in mental hospitals and she hoped 
that it would not have to be her fate to be committed to 
one. She was not clear about what she felt made the pa-
tient's illness and had no lmowledge of the mental illness 
of the aged. 
This home is in a three story wooden apartment house 
with a basement kitchen and a dining room. There is a 
living room and bedroom on the first floor. The patient 
occupies a bedroom on the second floor near the bath. The 
half-sister's apartment is cluttered with knick-knacks and 
old family portraits. It is furnished with overstuffed 
furniture and presents a very home-like atmosphere. 
The half-sister of the patient, two women boarders, 
and a middle-aged couple renting the third floor, occupy 
the house. The half-sister is home all day. 
1
1 
support herself and the patient from the rent 
and by financial assistance from the family. 
She is able to 
she receives 
She was eager to talk about the patient and had a great 
deal of empathy for her. She was warm and receptive and 
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this seemed extended to the patient. 
This family is divided in its feelings for the patient. 
The husband is ailing himself, lacks understanding of pa-
tient's condition and is unable to take her back into the 
home. The patient 1 s son has offered his mother limited 
time and no financial support. According to the informant, 
their relationship has become less warm as the patient has 
grown older. The older members of the family have combined 
their resources to take care of the patient and to offer her 
outside recreational activities. 
This patient needs constant supervi& on due to her 
semi-deteriorated condition. This is available to her in 
the home of her half-sister instead of in a custodial in-
stitution or a mental hospital. The patient can remain in a 
home-like environment with constant care and supervision by 
oth ers of her own age level who are sincerely interested in 
her. 
Case III: 
Miss M., a sixty-four year old woman was admitted 
to Boston State Hospital May, 1947. She was diagnosed 
as having senile psychosis, depressed and agitated 
type. She was examined at home. For over two years 
she had been depressed and had become much worse 
recently. She disturbed the family and neighbors and 
could not be kept in the house or controlled in any 
way. 
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The patient is the second oldest of six living 
siblings. There were thirteen siblings in all. The 
others died as babies. The patient's father was born 
in Ireland and died of an operation at seventy. Her 
mother was born in Boston and died of a heart attack 
at fifty. The family has lived at the same address 
for fifty years and is described as a very closely 
knit Irish family. 
The patient was an elementary school teacher for 
forty years. She was admitted to a private mental 
b.ospital in 1942 and diagnosed as having involutional 
melancholia. She was released three months later. 
This was her second psychotic attack, the first oc-
curring when she was twenty-five. At this time she 
was cared for in the home. A younger sister, who had 
been employed in Washington, had a nervous breakdown 
in 1940 and was treated at home. Another sister is 
employed by the City of Boston. A brother, who is a 
widower and the only married member of tl1e fmaily, 
is living in Florida with his grandchildren. The 
fourth and oldest sister is the housekeeper. 
The patient has been described as a hard working 
woman who could enjoy a good time, but never cared 
much for men. She became increasingly over-serious, 
over-conscientious and developed an exaggerated fear 
of dirt. She had a violent dislike for smoking and 
drinking at this time. 
The patient was given shock therapy and psycho-
therapy. She remained mildly depressed and was re-
leased on day visits to her sister. Two years later 
she was released on trial visit in the care of a 
sister. 
The worker interviewed the oldest sister who is the 
housekeeper. She was reluctant to admit the worker and was 
very restrained until the worker had fully explained the 
reason for a visit by social service. 
She was quite vehement that the patient was adjusting 
to the home situation. She said that the patient read a 
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great deal and was certainly receiving better care than she 
received in the hospital. This attitude was further carried 
over into her violent criticism of the hospital, its person-
nel and treatments. 
She described the patient's attitudes and actions as 
if they were very nor.mal. The patient complained continually 
of dirt and she insisted that everything be spotless includ-
ing herself. She stole things of her sisters and hid them 
away. She did not care to go out often. Combined with this 
was the infor.n1antts complete denial that her sister had been 
in need of mental hospital care. 
She described the family and its tradition of taking 
care of those within it and felt that the hospital should 
withdraw its attention and supervimon of the patient. 
She admitted that her sister had created some distur-
bance when she was first committed to the hospital but that 
she was only a little irritable. With a denial of the psy-
chosis there was also a refusal to discuss what mi~lt have 
caused the breakdown. 
This family home is a three story wooden dwelling of 
the early American style set back from the street with a 
spacious front yard that is beginning to show lack of care. 
The house of twelve rooms is very comfortably furnished with 
early American furniture and paintings of members of the 
-family. 
There are four unmarried sisters living in the home 
from the ages of forty-seven to seventy-two. One sister 
works; the interviewee takes care of the home; a third sis-
ter is at home besides the patient, but it was evident that 
the interviewee did not wish to discuss her. This sister is 
the one mentioned in the history who had a nervous breakdown 
in 1940. 
There is a great deal of feeling about mental illness 
as a disgrace and a "skeleton in the closetn. There is a 
denial of psychosis on the interviewee's part which was mani-
fested during the interview in her discussion of the pa-
tient's physical problems only. She insisted that patient 
need only see the doctor in the community. 
Since this is a closely knit family, there is a great 
deal of protection of individual members. There is a strong 
need to keep family problems secret and a denial of mental 
disease because of the connotation of shame and disgrace 
connected with it. This is a peculiar family setting, not 
frequently found in these times in our society. However, 
the patient is receiving care and supervision in a familiar 
home environment. As long as the patient maintains any 
semblance of normalcy she will be given care by her sisters. 
Case IV: 
Mrs. A., a sixty-five year old woman, was committed 
to the Boston State Hospital August 1949. She was di-
agnosed as having senile psychosis, depressed and agi-
tated type. On admission she was quiet, rather apathet-
ic, spoke only Armenian though she knew English. At 
home she had been depressed with no ambition to perform 
her household duties. She was afraid to leave home and 
was suspicious of everyone in the family. 
The patient received shock treatments and appeared 
to improve. She became smiling and friendly and began 
to eat. By November 1949 the patient had shown re-
markable improvement under shock treatment and main-
tained it on week-end visits. She was released on trial 
visit three months after admission in the care of her 
son. 
(There was no history secured on this case.) 
The worker interviewed the patient's son at his job. 
He works at night as manager of a city parking garage. He 
was very cordial to the worker but slightly tense. Worker 
explained her reason for visiting at his job which seemed 
acceptable to him. 
He told worker that the patient had refused to come to 
his home after she had been released from the hospital and 
insisted that she wanted to return to her own apartment and 
live with her husband who is employed in a bakery. He is 
seventy years old, but a healthy, vital person. At the time 
he felt she was being stubborn after he had arranged for his 
father to leave his bakery job and retire to the son's home 
in the countryo vv.hen the father realized the patient wished 
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to retain their mvn home, he refused to leave his job. They 
refuse any financial assistance from the son and he seemed 
still perplexed by their attitude. 
He described in great length the country home he and 
his wife had bought. There was room for his si~ children, 
his wife and his parents. He said his wife was all for the 
idea and was disappointed that the patient and her husband 
had changed their plans. 
The informant had been adopted at the age of twelve 
and he is very fond of his foster parents. He has worked 
towards being able to support and care for them in their old 
age. That is what he expects of his children also. 
He described the cause of the patient's illness as a 
poison which had invaded her brain and made her sick. But 
he felt the hospital had given her some kind of treatment 
and that she was cured. When the worker mentioned the neces-
sity of visiting the patient, the son became very hostile, 
resenting the implication that his mother was still ill and 
in need of supervision. An explanation of state laws and 
hospital procedure did not alleviate his resentment. Worker 
suggested that with the doctor's approval he might report 
monthly on the patient's condition. He agreed to do this if 
the doctor consented, since he kept in daily contact with 
his parents either by phone or visit. 
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The son of the patient seemed to be threaten ed by the 
reali zation that his mother might become ill again. He 
refused to allow the worker to visit. 
He was very protective of his parents, fe eling that 
they should come and live with him so they could sp end the 
rest of t heir years in quiet l eisure. Worker felt t his was 
not only a need w-lt hin the son . but a. cultural pattem of 
this ethnic group Where the aged are more venerated than in 
the American society.. He possibly had some feelings that he 
was not doing his duty and he was unable to understand their 
refusal to become dependent on him. It can be surmised that 
this son will make every effort. to care for the patient and 
her husband in th~ event they become unable to take care of 
themselves. 
Case V: 
Mrs. R., a sixty-two year old wanan, was committed 
to Boston State Hospital in 1948. She was diagnosed as 
having psychosis with cerebral arteriosclerosis. She 
was brought from Boston City Hospital where she showed 
queer behavior, was mute and resistive, sometimes 
assaultive, and ·had to be restrained. There was some 
history of paranoid ideas. 
The patient had had a tooth extracted a few weeks 
before her admission to City Hospital. After t hat her 
mind seemed to go and she talked about one of her hus-
bands who had been dead for a number of years as if he 
were alive. She had been mar:ded four times. Her 
first and third husbands died, the second was cruel to 
her and she divorced him. She is Polish Catholic by 
religion. She went through menopause very well. She 
has recently become increasingly religious. Both of 
her parents have been dead for many years. She has no 
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living brothers and sisters. 
Patient is described as a very jolly person and 
a good worker. She kept house for her three rihildren 
fait~ully. There are two daughters and one son, all 
married and well. She gets along fairly well with 
her fourth husband. 
The patient had a remission after a month in the 
hospital and was released on trial visit to her husband. 
She was returned four months later with the frunily's 
complaints that she walked around at night and appeared 
very confused. Six months later she had begun to im-
prove and social service was asked to place her. 
Worker interviewed the younger daughter of the patient, 
who is married, has one child and lives in the apartment be-
neath her mother. The daughter was very tense and seemed 
afraid to answer questions. 
The daughter explained she had a difficult decimon to 
make about taking her mother out of the hospital. The pa-
tient's husband was really very cruel to her, a fact that 
she had not a&nitted to the doctors. The daughter felt he 
was responsible for the patient's breakdown. She also said 
that she had been under a great deal of pressure from her 
sister and brother to take the patient out and they were im-
plying that she was nat doing her duty by her mother. She 
felt badly because she was trying to do the best thing. 
All the children felt that the patient had been a good 
mother to them. Tne other children had told the daughter 
I 
!that care of the patient was her responsibility because she 
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lived very close and had the time and money. The infor~mant 
feel s that this is true, but that the other children ahould 
also take some responsibility because she has taken care of 
the patient since she was married. She is beginning to feel 
that she is being taken advantage of. 
The daughter said that she did have a plan for her 
mother; that she could spend most of her time in the daugh-
ter's apartment and sleep in her own. This would decrease 
the contact with the patient's husband who is described as 
a "habitual drunk". He works at night in the railroad yards. 
She was willing to do this so her mother could leave the hos-
pi tal. 
She felt the hospital had been a great help in her 
mother's improvement, but that it was a very depressing 
place at best and she felt that her mother should not be al-
lowed to stay there. 
The patient and her husband occupy a five room flat on 
the second floor of a three frunily house which the patient 
owns. It is a fairly modern building in good repair and is 
located among similar dwellings in a typical middle class 
neighborhood in South Boston, primarily inhabited by the 
Polish group. The home is clean and adequately furnished. 
The patient would occupy a separate bedroom which is con-
nected by a door to her husband's bedroom. Across the hall 
• 
are two rooms occupied by two elderly male boarders who have 
lived with the couple for a number of years and are personal 
friends. The kitchen and bathroom are located at the end of 
the hall. ~1e daughter occupies the first floor. This is a 
very clean and neat apartment, tastefully furnished. 
The daughter's son is fourteen months old. The pa-
tient's husband is sixty-three. The son-in-law works from 
nine to five and supports his wife in any plan she wants to 
make for her mother. 
It seems that the daughter has always shouldered the 
burdens of the family and is now faced with the care of her 
mother. The daughter is married and has a child. It is 
evident that she is in conflict between her feelings of 
responsibility and guilt over her mother's situation and 
her desire for a life of her own. Her guilt is enhanced by 
the judgment of her siblings that she is not doing her duty. 
The fact that the patient has a husband who mistreats her is 
another factor that complicates the daughter's decision of 
what to do about her mother. She has strong feelings of 
wanting to protect the patient and she has attempted to work 
out a suitable arrangement where her mother will have the 
least conflict with her husband. 
With release of the patient there should be some super-
vision by social service where such definite problems exist 
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in the home. 
Case VI: 
Mr. M., a sixty-three year old man. was committed 
tothe Boston State Hospital late in 1947. During the 
month before the patient's admission to the hospital, 
he appeared disoriented. - He could not remember his 
way around outside. He was seen running up and down 
the street clapping his hands over his head like a 
child. He did not know the date. He complained that 
he was not getting enough to eat, although this was 
not true. He also had hallucinations. 
At the age of forty the patient married a woman 
who was twenty years his junior. There was some feelin€ 
that she had married him only because she wished to pro-
vide her father and sister with a home. The patient 
did not seem to mind because she worked to help sup-
port them. There were two children from this marriage, 
a boy, now twenty-three, who is a printer's apprentice 
in a machine shop. The other child died at birth. 
Due to the patient's alcoholism, he never held a 
job steadily. Usually he was employed as a dishwasher 
in a hotel. It was necessary for him to find a new 
job every two or three weeks. 
Since the beginning of World War II, the patient 
has been drinking five or six .quarts of beer a day. 
He spent most of his day in a bar. 
According to the patient's wife, he has always 
been a irresponsible, selfish, self-centered person 
who has never supported his wife and son. He has 
never bought her any clothes and she has maintained 
the home by taking in state wards. 
Worker interviewed the wife of the patient in her home. 
She was not at ease and was very evasive in her answers. 
She seldom looked at the worker, always talking with her 
head down or averted. She was very uncomfortable during the 
entire interview. 
She said that her husband had never actually supported 
the ramily and had never kept a job long. She had to sup-
port the family herself. It has only been recently that 
she was able to keep up on her expenses and pay bills. 
Worker noticed that the apartment had been newly papered. 
The patient's wife said she had also purchased some new fur-
niture. 
She answered without enthusiasm that she was glad her 
husband was better andthat the hospital had evidently helped 
him. Yet she felt that he would begin to drink again as 
soon as he was released. During the time the patient was in 
the hospital neither the wife nor the son had visited. She 
said that they both felt the place would be too depressing. 
They had understood rrom the doctor that he would never get 
well. 
Her son, she said, felt as she did. In fact, he was 
very ashamed of the patient and had advised his mother not to 
take him back. Besides, she was arraid that another mouth to 
reed would be an added burden. She had always taken him 
back after a "long drunk 11 and he .always repeated the same 
actions although he had promised that he would not. 
Worker asked her feelings about placing him in a 
boarding home and she seemed very relieved. Together worker 
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and wife discussed patient's old age application. This was 
the first time during the interview that she showed positive 
action and she was much less restrained. 
There are only the son and the wife of the patient in 
a four room apartment in a shabby four family dwelling set 
close to others like it in the poorer section of East 
Boston. The apartment is comparatively neat and war.m, well 
furnished with modern conveniences including a television 
set. 
The informant looked very tired. She had just arrived 
from work. She was very hesitant about answering questions 
and seemed to search for reasons why she was unable to take 
the patient. Her relief when the worker suggested a board-
ing home was very evident. There was some fear in the wife 
that the husband would be returned to the home. There was 
also a lack of interest in the patient. The family had not 
visited the patient during his hospitalization and the wife 
did not make any alternative suggestion on her own iniative 
for the care of her husband. From the history of the patien~ 
the marriage had not been a happy one. The informant was 
faced with the care of a husband who needed constant super-
vision and for whom she had little positive feelings. 
BOSTON UNIVERSITY 
SCHOOL OF SOCIAL WORK 
LIB RARY 
Case VII: 
Mrs. K., a sixty-five year old woman, was committed 
to the Boston State Hospital early in 1949. She was 
diagnosed as having senile psychosis, paranoid type. 
In the home of her nephew she had a habit of walking 
out at night and the police would bring her back. Her 
memory is poor. About six or seven months prior to ad-
mission she began to show memory loss. She vvould draw 
money from the bank, hide it and accuse people of taking 
it. She would then invite the neighbors in to help her 
accuse her nephew and his wife. She would ask the 
neighbors' children to get her some beer and bother the 
neighbors . late at night, making the same request. She 
had been evicted from her apartment in the project on 
the same complaint. 
Patient worked in a laundry where she met her 
husband. They were married for thirty years. He died 
ten years ago. It was said that he was very docile 
and submitted to the patient's dominating nature. 
The wife of the nephew, whom the patient raised as 
her own, described the patient as a sour-faced individ-
ual, very serious minded, lacking in a s ense of humor. 
She seldom initiated conversation and was very uncom-
promising. She seemed interested only in her home. 
The patient has one brother in another State 
Hospital and one other who refuses to associate with 
her. There were no children from the marriage. 
Patient improved considerably and eight months 
after admission she was referred to social service with 
the suggestion that a family or nursing home would be 
suitable. 
Worker interviewed the wife of the nephew. The latter 
was at work. She was quite loquacious and full of details 
about the patient. There was little or no hesitation in 
answering the questions. 
She went into some detail about the patient's past 
history and the change that had come over her when she be-
came ill. She was certain that there was no cure for the 
mental diseases of the aged and that little could be done 
for them after their breakdovm except to place them in a 
mental hospital. In a very fir.m way she stated that she 
did not feel that the patient had improved enough to be 
placed out. They visited the patient regularly, bringing 
her clothes and food. There was an implication that they 
relt sorry for her, but that she had brought it on herselr 
by her drinking. This had druaaged her brain, causing the 
deterioration. 
There was no possibility that she could take her into 
their home because of her own physical condition. She had 
been under the doctor's care for six months and now she was 
to have an operation. She could not stand the strain of 
having the patient in the home with her demanding ways. 
But she and her husband were considering a nursing home for 
her. They were willing to help finance this placement after 
the patient's funds gave out. She said this was more her 
husband's idea, since she did not agree that the patient 
was well enough. Yet it would be all right to see how it 
worked out. 
The nephew is a truck driver and expects a promotion 
soon. The wife is a housekeeper. There are no children. 
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The patient's nephew and wife occupy a four room apartment 
on the second floor of a three family dwelling in good re-
pair. The apartment is very clean and neat and comfortably 
furnished. 
The informant was quite open and frank during the 
interview. She related much of the patient's history and 
openly gave her reasons for not wanting the patient in the 
home. It would seem that the nephew was more eager to 
have the patient released from the hospital than the wife. 
This family is financially able to care for themselves 
and the patient. But the wife's physical condition and 
opposition to having her husband's aunt in the home would 
not be conducive to the patient's continued improvement. 
Further, the social worker has some responsibility to the 
family of the patient. The wife's illness could conceivably 
be affected by the patient's presence in the home. It is 
also possible, from knowledge of the wife's feelings, 
that fruaily relationships would be strained if she were re-
placed with this family. 
Case VIII: 
Mrs. w., an eighty-five year old woman, was com-
mitted to Boston State Hospital during the middle of 
1947. She was diagnosed as having senile psychosis, 
depressed and agitated type. She was admitted from 
her rooming house. She had attempted to commit suicide 
-l 
by drolvning in the river. She had lost her memory. 
She had been failing for several months. 
The patient lived alone since her llusband's death. 
She was a recipient of Old Age Assistance. 
Four months after admission she was presented at 
Staff and recommended for trial visit, with constant 
supervision. 
(There was no history taken in this case.) 
Worker contacted the son of the patient and his wife. 
Worker interviewed the daughter-in-law. She seemed pre-
occupied in the beginning and showed same tenseness when 
worker asked her suggestions for placement of the patient. 
She did not feel that any of the family was very close 
to the patient because she had always been queer and un-
friendly. When they visited her she was usually complaining. 
The family felt sorry for her, but no one attempted to be 
overly friendly with her. They felt sorry for her when she 
became ill and they did not want her placed in a mental hos-
pital, but the doctor had advised them that it would be the 
best place for her. The family felt she would never get well 
They were happy that she was so improved and they wanted 
to place her in a nursing home where she would get better 
care. They were willing to support her in the nursing home 
and wanted one in the vicinity so that they could visit more 
often and have her for dinner. She felt that it was the 
least they could do for her now. 
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There are no physical obstacles to this family taking 
the patient. The son o\vns his own home and is in the upper 
income bracket. The informant, husband, and two daughters 
away at college, occupy a single family six ro.om house in 
a small suburban district. It is furnished with good taste. 
The informant does not work. 
From the details given by the daughter-in-law it seems 
that the patient has been a recluse all her life. The 
informant attempted to be straightforward during the inter-
view, although she was slightly tense when wor1cer suggested 
placement of the patient in the home. She countered with 
the plan for a nursing home and no further discussion of 
the family taking the patient followed. 
In view of the fact that the patient would need constant 
supervision and perhaps nursing care, a nursing home might 
be considered more appropriate. There also seemed to be a 
lack of close family ties with the patient, an~ therefore, 
little basis for her son to take her into his home on his 
own iniative. 
Case IX: 
Mr. J., a seventy-one year old man, was committed 
to Boston State Hospital during the middle of 1949. 
He was diagnosed as having psychosis with cerebral 
arteriosclerosis. The patient was brought from Boston 
City Hospital where he was described as completely 
disoriented with marked memory disturbances. He wan-
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dered around the wards and disturbed other patients. 
There is a history of periods of mental confusion and 
progress ive mental deterioration. 
Three years ago it was noted that the patient had 
nose ble.eds and was diagnosed as having high blood 
pressure. He had to retire in July 1949 because the 
people with whom he worked as a meat cutter were com- · 
plaining that he was acting queerly and they were 
afraid that he would injure himself. However, it was 
only after his retirement that he showed marked memory 
loss and confusion. 
He has always worked in the meat market business. 
He has been married for forty years. His wife was 
married before , had one daughter by this marriage 
and one by her second marriage. He always worked 
steadily and made good wages. He was interested in 
baseball and was a roller-skating instructor in his 
later years. 
The patient showed marked improvement in the 
hospital and was referred for placement seven months 
after admission. 
Worker inter--Tiewed the wife of the patient , age 
seventy-three. ·She looked at the worker curiously as the 
worker explained the reason for her visit and immediately 
retorted that she could not take the patient . She was not 
well herself and her doctor had instructed her to leave him 
in the hospital because he would never be cured. She could 
not understand why the hospital was so insistent that he go 
on trial visit. She agreed that she thought he was better, 
but that he was getting excellent care in the hospital and 
he wanted to stay. {The worker interviewed the patient and 
he was eager to return to his home.) 
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She went into great detail, describing his actions be-
j fore he was admitted to the hospital. He would urinate, 
roam around the apartment late at night. Sometimes he would 
get excited and she was ·unable to handle him. She insisted 
she could not go through that again. 
Later she admitted she missed her husbru1d at first and 
had not wanted to commit him to a mental hospital. But her 
doctor had instructed her that that was the best place for 
him. She described him as a good worker and she missed his 
pay. 
She visits him every Sunday, but finds it too expensive. 
Her daughter (by the first husband) has instructed her also 
not to take the patient. The other daughter is away in 
Virginia. 
When the worker asked what other suggestion she might 
have she said she preferred that he remain in the hospital. 
She said she would blame the hospital if they placed the 
patient in a nursing home and anything happened to him. 
After a second interview the patient agreed to give 
information necessary in her husband's old age application 
and seemed reconciled to his being placed in a nursing home. 
The patient's wife lives alone in a four room basement 
apartment, centrally heated. There are a living and dining 
room, bedroom, kitchen and bath. Her daughter, husband, and 
children live in the apartment above. The patient's wife 
has been receiving Old Age Assistance since the age of 
sixty-five. She would be unable to support her husband, but 
he would be entitled to his Old Age Assistance. 
Patient's wife was extremely defensive during the inter-
view, covering her rejection of her husband with denial and 
projection. There was some interest in his welfare. She 
visited him weekly and brou~~t him home on occasions. ~le 
patient was enfeebled enough to require supervision. This 
would be difficult for a woman of her age to provide. 
Case X: 
Mr. G., a sixty year old man- was connnitted to the 
Boston State Hospital in the middle of 1948. He was 
diagnosed as having psychosis with cerebral arterioscle-
rosis. On admission he was confused and agitated. He 
was disoriented and his speech was incoherent. He was 
untidy and frequently shouted for a barmaid. He had 
shovm mental confusion for three weeks prior to ad-
mission. 
The patient has lived alone in a rooming house 
since his divorce from his wife in 1944 and has had no 
contact with the immediate f&~ily since then. He was 
constantly intoxicated and the family lived in a state 
of poverty because of this. He abused his wife, but 
treated his children kindly. The patient spent most 
of his time with his working associates and only had 
dinner with the family on Sundays. The patient's 
marriage was arranged by the wife's parents, three 
months after they met. The patient was born in Italy 
and is said to have hated his mother, but was very 
fond of his father who was cripple. The patient began 
to drinlc one month after his marriage and never got 
along with his wife. There are two sons by this 
marriage, aged twenty-two and twenty-four. 
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The patient's confusion cleared after a few days 
in the hospital and he began to run away. Six months 
after admission he was friendly and cooperative. One 
year after admission he had improved to the extent 
that he was referred to social service for placement. 
The worker interviewed the son of the patient. He was 
friendly and became hesitant only when the worker asked 
what plans he could suggest for the patient since he was not 
yet eligible for Old Age Assistance. 
He said that he had always been fond of his father as 
had been his brother. There was never a time that he 
treated them badly. But he had been repulsed by the patient•~ 
drinking and abuse of the mother. He felt the driru{ing was 
the entire cause of the patient's illness. 
He explained that after the sons came out of the ar.my 
they went to live w.ffih the mother to help support her. The 
father had been very disappointed by this, but they felt 
that their mother needed them more and the patient would not 
stop drinking. They did feel very sorr y for him and real-
ized that his drinking might have been caused by his un-
happiness over an arranged marriage with a woman that the 
patient did not love. 
He explained that his older brother was getting married 
soon and would not be able to contribute a great deal to the 
mother's support, but he did plan to contribute something. 
It meant that the younger son would have most of the burden. 
6o 
He did not feel that he could contribute enough to the pa-
tient's support to maintain him and then he feared that he 
would begin to drink again. He .felt mentally ill people re-
mained so. 
Although he was sincerely glad that the patient had im-
proved he felt he should remain in the hospital because of 
the likelihood that he would repeat the same actions as he 
did before he was admitted and he would become very ill 
again. 
The realistic picture of lack of money and the negative 
feelings of the family towards the patient make the placement 
of this patient very difficult. He is not old enough to 
apply for Old Age Assistance and a job placement would be 
difficult to find for an aged unskilled worker. The frunily 
cannot be depended on for any financial support. 
The son of the patient was ambivalent in his feelings 
towards his father. He also felt guilty about the patient's 
present predicrunent. It was evident that the close affec-
tional ties between father and ~had been lessened by his 
treatment of his wife and his refusal to support the family. 
The previous history of this patient and his relationship 
with his family ending in their rejection necessitates the 
use of other resources to help the patient. 
The worker succeeded in placing four of the patients 
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discussed in the last six cases in nursing homes. One pa-
tient became too ill to be considered for trial visit. 
Because the age of the other patient prevented the worker 
applying for Old Age Assistance and the family was dis-
interested, the worker has been unable to place him in the 
community. Various job placements have been considered for 
this patient but, as yet, none of these have been suitable 
for him. 
In all but two cases, there were varying degrees of 
interest in the patient. In two cases there was an attitude 
of indifference and in one case a refusal to cooperate in 
any plans for the patient. 
study does point up some of the elements to be looked for in 
making plans for aged pati ents referred for or placed on 
trial visit. 
In two of the cases where the patient had been taken out 
of the hospital by his family, it was found that there was 
... 
Chapter VI 
CONCLUSIONS AND SU111IviARY 
The purpose of this thesis was to make a qualitative 
investigation of the families of ten senile and arterioscle-
rotic patients over sixty years of age to study family atti-
tudes towards placement problems of aged patients on or 
referred for trial visit from Boston state Hospital. 
In this study the following questions were considered: 
Are families willing or able to take the patient? 
To what extent are they willing to cooperate in 
other plans? 
What factors seem to operate in the cooperation 
or indifference of the family in making plans for the 
patient? 
What is the family's feelings about mental illness 
of the aged? 
The conclusions from the study of these ten cases can-
not be considered valid because of the small sample. A 
careful, statistical and qualitative study of families of 
senile patients from the ' caseload of each social worker in 
the hospital might yield more reliable results. But this 
study does point up some of the elements to be looked for in 
making plans for aged patients referred for or placed on 
trial visit. 
In two of the cases where the patient had been taken out 
of the hospital by his family, it was found that there was 
'I 
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a special family constellation made up of older persons. 
The patient was accepted and cared for with a relative ab-
sence of strain or conflict. Both of these patients were 
still mentally enfeebled though not psychotic. As such, 
they required a great deal of physical care and supervision. 
These families were peculiarly constructed to provide these. 
There were also feelings of acceptance and war.mth towards 
the patient. 
Such placements for senile and arteriosclerotic patients 
similar to the above might be given consideration by the 
social worker in a mental hospital. They contain many of the 
elements found in a modern nursing home; members of the same 
age level; empathy and understanding towards the patient; 
the opportttnities for appropriate recreation; and physical 
features adapted to the comforts of the aged. 
In one case where the patient had been placed with her 
daughter, son-in-law and grandchildren, she was accepted 
with mixed feelings. There were some feelings of duty 
towards an aged parent combined with feel i ngs of antipathy 
and rejection. Interest was centered mainly around the 
children to the subordination of the patient. This arrange-
ment also meant overcrowding and financial strain to the 
conjugal family. 
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The social worker should consider that many types of 
tensions may arise when an aged, senile patient enters a 
family composed of comparatively young members. 
Fried and Stern have made a study of seventy-five case 
histories of aged people using the detailed psychiatric 
interview. They discovered in their samples a tendency for 
the older person to shy away from living with his children 
even in the cases of widowhood. They -seemed sensitive to 
the conflict and emotional insecurity that could come to 
1 
them in a home housing three generations. The social 
worker should be careful to discuss with the patient his 
feelings about being placed with his family. 
In all but two cases there were suggestions and cooper-
ation by the families for the placement of the patient in 
the community or in the home. In the two exceptions the 
history showed that the patient's peculiar behavior alienated 
the family. A great deal of hostility had been built up 
towards the patient before his admission to the ho$pital. 
Also the realities of the patient 1 s socially unacceptable 
habits, need of supervision and the possibility of over-
crowding gave support to the family 1 s resistance to taking 
1 Fried aJ.'ld Stern, 11 The Aged in the Family", Journal 
of Orthopsychiatry, January 194~, pp. 31-32. 
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the patient into the home. 
In the cases where the families were interested in the 
patient to some degree, the worker was able to make plans 
with them for the placement of the patient, usually in a 
nursing home where they could receive the care and super-
vision reconwended by the psychiatrist. Through the use of 
casework methods, a social worker may be able to enlist the 
cooperation of the family in plans for the patient that do 
not include placement in the home. Through her knowledge of 
resources she may be able to give suggestions of which the 
family has no knowledge. In many instances it is the total 
approach of the worker to the patient's family that affects 
its willingness or unwillingness to assist in the patient's 
rehabilitation. 
In four cases the families were willing to give finan-
cial support to the patient. In two cases support was 
granted by the local old age assistance agency. In one 
case where support came from Old Age Assistance, the family 
made plans to visit the patient in the nursing home and offer 
some recreational outlets. 
In eight of the cases studied the families had little 
or no understanding of mental illness of the aged and its 
prognosis. The attitude was that such people suffering from 
psych osis with cerebral arteriosclerosis and senile psychosis 
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were incurable. 
vv.hen the social worker contacts resources ~or placement 
of senile and arteriosclerotic patients, she might consider 
the importance o~ the community's knowledge o~ the mental 
illness o~ the aged. The prevailing belie~ that this ill-
nes s incapacitates the individual inde~initely should be 
countered with the ~acts. 
Leading experts in the ~ield of geriatrics have made 
some positive suggestions to the problem of the community 
placement o~ the physically or mentally enfeebled. 
They ~eel some ef~ort should be made to expand community 
provision for housekeeping services and home nursing which 
would help to keep enfeebled old people in the home and re-
lieve family tension. 
Some states are increasing their ~runily-care programs, 
placing more aged patients on trial visit from mental hos-
pitals in selected private homes where they can obtain 
individualized attention and be more content than they can 
be in a mental hospital. 
Dr. Boyd of the Mayo Clinic urges the establishment in 
all states of a new type of institution ~or mentally en-
feebled old people who cannot be kept at home. These insti-
tutions, exclusively for the aged, would be built on the 
colony or village plan - to minimize physical dangers while 
permitting maximum ~reedom o~ movement. 2 
Approved 
~1(~~--
Richard K. Conant 
Dean 
2 Albert Deutsch~' 1 11 Committed 11 , Woman's Home Companion, 
Vol. LXXVII, No. 1, January 1950. 
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(INTERVIEN SCHEDULE FOR THOSE FAMILIES 
WHO HAD TAKEN THE PATIENT ON TRIAL VISIT) 
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I 
I 
I NTERVIEN SCHEDULE FOR THOSE FAMILIES 
vVHO FULD TAKEN THE PATIENT ON TRIAL VISIT 
How is the patient adjusting to the home situation? 
Do you feel any difficulties in caring for the patient? 
Do you feel that hospitalization has or has not helped 
the patient? 
Vihat are your feelings about a mental hospital? 
Do you feel the patient has improved? How? 
How do you and the family feel about having the patient 
in the home? 
Did patient live here before hospitalization? If not, 
where? 
How did the family feel towards the pat i ent before 
his illnes s? 
Do you l~ow what might have caused the patientls 
illness? 
Who could take care of the patient in the event you 
became unable to do so? 
Note the following: 
Physical set-up of the home. 
Number of persons in the home and their approxi-
mate ages. 
Mention of problems not directly associated with 
the goal of the interview, e.g., debts, argu-
ments, illness, etc. 
Means of income. 
Contact with other agencies, if any. 
Note particularly general attitudes and reaction of the 
interviewee. 
(worker) 
How would you describe the general attitudes and re-
actions and feelings in the family towards the 
patient? 
. (Thi s is to be s~arized in a statement by the worker 
showing why. ) 
A P P E N D I X C 
(INTERVIEW SCHEDULE FOR FAMILIES 1lVHO WERE 
APPROACHED FOR PLANS FOR PATIENTS 
READY FOR TRIAL VISIT) 
Il~ERVIEVf SCHEDULE FOR FAMILIES \f.HO WERE APPROACHED 
FOR PLANS FOR PATIENTS READY FOR TRIAL VISIT 
How did the family feel toward the patient before his 
illness? 
What do you feel brought on the illness? 
How did you and the family feel about the patient while 
he was ill? 
How do you and the family feel about the patient's im-
proved condition? 
Do you feel the hospital has helped the patient? 
Did patient live with you before institutionalization? 
If not, where? 
Have you and the family been able to visit the patient 
while he has been in the hospital? 
How do you feel about the patient living in the home? 
What plans do you and family suggest for placement of 
your in the community? 
Does the worker feel that there are realistic problems 
within the family such as lack of money or space, 
a person to supervise the patient that prevent the 
family from taking the patient? 
Give Picture of Family 
Composition. 
Economic Status. 
Needy family - recipients of Old Age Assistance. 
Family barely able to meet expenses. 
Self Supporting. 
Living arrru1gements and physical set-up, descrip-
tion of neighborhood. 
Note mention of problems not directly associated 
with the placement of the patient. 
Note particularly general attitudes and reaction 
of interviewee. 
How would the worker describe the general reel-
ings in the ramily toward the patient? 
(This is to be summarized in a statement by the 
interviewer showing why.) 
APPENDIX D 
SCHEDULE USED IN Il{VESTIGATION OF CASES 
'-
SCHEDULE FOR I NVESTIGATION OF CASES 
Name of Patient: 
Type of Psychosis: 
Relatives: 
Number of Previous Admissions: 
Age on Date of Commitment: 
Date of Commitment: 
Statement of Relatives as to 
Ability to care for: 
Not able to care ror: Why?: 
Seriousness of Onset of Disease: 
Reason ror Comrritment: 
Mental Status: Physical Status: 
Recommendation: 
Improvement in Hospital: 
Recornmendation: 
Trial Visit with Supervision 
Trial Visit: Improved 
Returned to Hospital: 
Out Patient Notes: 
Date: 
Injurious to Patient: 
Injurious to Family 
and Conununity 
Nursing Problem 
Why?: 
Results of Social Service Investigation: 
Results of Any Interview with Family While Patient was in 
Hosnital: 
Results of Interviews with the Patient: 
